Purpose: Quality of Life (QoL) has become increasingly valued as a key outcome in dementia both in clinical practice and in research. This study compares the QoL of long-term residents with dementia as assessed by the individuals, their relatives, and their care staff. Design and Methods: Data on residents with dementia were collected in 11 nursing homes. The Quality of Life-Alzheimer's Disease Scale (QOL-AD) residential version was directly applied to residents with dementia diagnosis and Mini-Mental State Examination scores under 27, randomly selected in each canter. Residents' QoL was further assessed from the perspective of some close relative and of some staff member. Altogether, 102 data sets from residents, 184 from relatives, and 197 from staff members were collected. Results: The completion rate for the resident QOL-AD was 48.8%. Residents' QoL ratings were significantly higher than proxies' ratings. Proxy (i.e., family and staff) scores in the QOL-AD tended to correlate with each other and did not correlate with resident scores. Implications: Various sources of data provided different perspectives on resident's QoL. Each perspective is relatively independent and somewhat unique. In those patients with mild to moderate cognitive impairment, direct measures of QoL should be considered.
In the absence of any cure for dementia, Quality of Life (QoL) is becoming increasingly recognized as a meaningful outcome measure when assessing the clinical course of the illness and evaluating the effectiveness of interventions. Actually, QoL assessment has been progressively included among the recommendations of several clinical guidelines for the treatment of patients with dementia, such as those of the International Group for Harmonization of Dementia Drug Guidelines and Alzheimer's Society (Mack & Whitehouse, 2001) , the International Psychogeriatric Association (Moniz-Cook et al., 2008) . In the case of dementia patients living in long-term care facilities, QoL is "the central goal of professional activity" (Whitehouse & Rabins, 1992) . Furthermore, given age-related health restrictions, the importance of the environment for life satisfaction may increase (Oswald, Jopp, Rott, & Wahl, 2011) . According to Edelman, Fulton, Kuhn, and Chang (2005) , although good care may be a necessary condition for a good QoL, it is possible to provide good care without residents experiencing good QoL. Consequently, the assessment of residents' QoL should be a high priority in order to address unmet needs.
, and the European Consensus on Outcome Measures for Psychosocial Intervention Research in Dementia Care
Nevertheless, QoL is a broad and elusive concept that has been defined and assessed in a variety of ways depending on factors such as context and conceptualization, though agreement emerges in some essential issues. Thus, it is generally assumed that QoL is a multidimensional concept that consists of several domains, though the specific domains considered vary. In the case of dementia, Whitehouse and colleagues (1997) have provided a conceptual framework for QoL that integrates cognitive functioning, activities of daily living, social interactions, and psychological well-being. Second, most of the authors agree on the subjective nature of the QoL. The World Health Organization QoL Group (1995) thus defined QoL as "the individual's perceptions of their position in life in the context of the culture and value system in which they live, and in relationship to their goals, expectations, and standards." This definition assumes the individual's intellectual capacity to make complex subjective judgments about their lives.
The concept of QoL has, then, a subjective nature and depends heavily on the person's own sense of well-being, which makes its assessment extremely complex. This complexity increases in the case of people with dementia, where assessment may be affected by the patient's cognitive impairment (memory, attention, and reasoning) related to their ability to understand and communicate how they are, as well as by noncognitive symptoms (depression, agitation, psychosis . . . ) often found in this population (Méndez, Martin, Smith, & Whitehouse, 1990) . Moreover, criteria about relevant factors for QoL may vary as dementia progresses or life context changes. Actually, as Thorgrimsen and colleagues (2003) state, whether people with dementia can evaluate their own QoL has been a debated issue in the recent years. Lawton (1997) argued that because no "gold standard" measure of QoL in dementia exists, QoL assessment should take into account both subjective and objective data from multiple sources. Consequently, several of the dementiaspecific QoL measures developed over recent years consider both the views both of the patients and of the proxies. Accordingly, as Sloane and colleagues (2005) pointed out, QoL measurement in dementia patients involves the issue of whose point of view should be considered.
There are discrepancies in perceptions of values and care preferences between individuals with dementia and their family caregivers (Reamy, Kim, Zarit, & Whitlach, 2011) . Nevertheless, little effort has been made to compare each source of information against one another to identify their utility for evaluating QoL among people with dementia.
Moreover, most of the studies have focused on not only community-living dementia patients considering measures for patients and their caregivers mainly family but also paid caregivers (e.g., Conde-Sala, Garre-Olmo, Turró-Garriga, López-Pousa, & Vilalta-Franch, 2009; Hoe, Katona, Orrell, & Livingston, 2007; Logsdon, Gibbons, McCurry, & Teri, 2002; Sands, Ferreira, Stewart, Brod, & Yaffe, 2004; Selai, Trimble, Rossor, & Harvey, 2001 ). Up to now, the only studies carried out in residential settings are those of Spector and Orrell (2006) and Thorgrimsen and colleagues (2003) in which assessment of QoL by self-report is compared with assessment by staff members, together with Edelman and colleagues (2005) and Sloane and colleagues (2005) in the Dementia Care Study, where observational measures by trained researchers are integrated. All in all these studies show high noncompleter rates among patients and poor level of agreement between patients' and proxies' reports. Moreover, in people with mild to moderate dementia, caregivers scored patient's QoL lower than the patients themselves, independently of whether they are family caregivers or paid staff at home or in a nursing home. Finally, the accuracy of proxy rating was higher when the information sought was concrete and observable. The only study that includes the assessment by both a family and a staff member and thus allows for a comparison among the three points of view is that of Novella and colleagues (2001) , who also found poor to moderate agreement between patients' and proxies' reports, varying according to the relationship of the proxy to the index subject (poorer for family proxy than for care providers) and decreasing with increasing severity of dementia. It is worth mentioning that patients in this study came from different sources (home, hospital, and institution).
The aim of the present study is to explore the QoL of nursing home residents with dementia in Spain and directly compare the views of residents, family, and staff. The study was undertaken to better understand the relation of the three measures in residential settings in which only staff and resident perspectives have been considered up to now. Additionally, the study aims to explore this aspect in Spain because previous studies have been carried out in quite different sociocultural contexts (i.e., United States for the Dementia Care Project, Britain for Thorgrimsen and colleagues and Spector and Orrell works, and four French-speaking European countries for study of Novella and colleagues). The only data from Spanish samples come from Conde-Sala and colleagues (2009), who reported levels of agreement between family and patients in community-living samples. Based on data from previous studies, we propose the following hypotheses: (a) Around half of dementia residents with mild to moderate cognitive impairment (i.e., scores more than 10 in the Mini-Mental State Examination [MMSE]) will be able to assess their own QoL with decreasing ability as the cognitive impairment increases; (b) proxies (both family and staff members) will score patients' QoL lower than the patients themselves, with no significant differences between them; and (c) there will be poor agreement between patients' and proxies' QoL measures, with significant agreement between both proxies groups and higher agreement level for more observable measures.
This study is part of a broad research project promoted by AFALcontigo (Alzheimer's Association of Spain), following the lead of the Dementia Care Study (Zimmerman, Sloane, Heck, Maslow, & Schulz, 2005) sponsored in the United States by the American Alzheimer's Association, aimed at improving residents' living conditions in dementia long-term facilities and focused on the analysis of their QoL and unmet needs by means of reports by the residents themselves, family members, and staff members. Further results of the project will be published in the near future elsewhere.
Design and Methods

Participants
Data on residents with dementia were collected in 11 nursing homes in five Spanish cities (Madrid, Córdoba, León, Murcia, and Soria) . For every city, a constant number of residents (50) was set; Then, for each city, each nursing home was surveyed for a proportional number of residents depending on its size. Residents were randomly selected in each center among those who (a) were aged more than 60 years, (b) lived permanently in the center and had been living there for at least three months, (c) met criteria of the American Psychiatric Association (DSM-IV) for "probable" or "possible" dementia based on their clinical history, (d) had a MMSE score under 27.
Once a resident was selected, a close relative and a member of staff were also selected. The inclusion criteria for family members were as follows: (a) first degree relatives or the reference and responsible person for the resident and (b) paying regular visit to the resident in the center, at least one visit weekly for 2 or more hours. For the staff members, following Hoe, Hancock, Livingston, & Orrell (2006) , who recommend taking the reports of the "key" person in the resident's care, we focused on the worker who pays direct attention and care to the selected resident. Consequently, one member of the staff could assess the QoL of several residents.
Thus, three different sets of data (QoL informed by the resident himself, QoL informed by a family member, and QoL informed by a staff member) should be available for every patient in the study. When for a single case less than two sets of data were gathered, the case was discarded from the study.
Design and Measures
This was an interrater reliability study in which QoL scores of dementia residents were compared with QoL scores as provided by two different proxies. The first proxy group was made up of family members of the patient. The second proxy group was composed of staff care providers (nurses, nursing assistants . . . ).
Residents were screened using the MMSE, and diagnosis was confirmed using the DSM-IV-TR criteria for dementia. The MMSE (Folstein, Folstein, & McHugh, 1975) , one of the most widely used screening instruments for cognitive impairment, provides a total score ranking from 0 to 30, with lower scores indicative of greater cognitive impairment. It was administered directly to each patient to obtain an overall level of current cognitive functioning. In this study, the MMSE was used to verify the inclusion criteria and also to classify participants by level of cognitive impairment. In studies carried out with the Spanish version of the inventory (Lobo et al., 1999) , the internal consistency ranged .82-.84, with and interrater reliability of .83 for patients with dementia, of .95 for neurological patients, and between .84 and .99 for nursing home elderly residents. Its test-retest reliability ranged .75-.94 also for patients with dementia. In this study, the MMSE internal consistency was .76.
To assess QoL, we selected the Quality of LifeAlzheimer Disease (QOL-AD; Logsdon, Gibbons, McCurry, & Teri, 1999 , 2002 because it is a brief instrument, it has shown sensitivity to change with psychosocial interventions, it relates to health measures, and it can be used with people with MMSE scores up to 3 (Hoe, Katona, Roch, & Livingston, 2005; Thorgrimsen et al., 2003) . The QOL-AD is a 13-item questionnaire covering the domains of physical health, energy, mood, living situation, memory, family, marriage, friends, chores, fun, money, self, and life as a whole. The instrument was designed to provide both a patient report and a caregiver report of the patient's QoL and can be used with people with mild/moderate and severe dementia. In the present study, we used the adaptation by Edelman and colleagues (2005) for people in residential settings. This version drops two items (money and marriage) and adds four items (people who work here, ability to take care of oneself, ability to live with others, and ability to make choices in one's life). The adapted 15-item scale was rated using the original 4-point scale (poor, fair, good, and excellent). Because there were no Spanish translations of the QOL-AD, one of the authors of the study (María Crespo) translated and adapted the scale and the instructions for its administration. This version was later revised and edited by two other authors of the study (Mónica Bernaldo de Quirós and Carlos Hornillos). The final draft was finally proofread by Spanish-speaking people with no knowledge of the English version to ascertain that the meaning in Spanish of several items was close enough to the original version.
According to suggestions of Logsdon and colleagues (2002) , up to two missing items were replaced with the mean score of the remaining items, but if more than two items were missing, the entire measure was discarded. Overall scores were computed separately for the patient, the family member, and the staff caregiver reports by adding the 15 items, for a total possible score ranging from 15 to 60, with higher scores indicating higher QoL. The study by Logsdon and colleagues (1999) suggests that the original version has good internal consistency, construct validity, and test-retest validity. The internal consistency of the adapted scale, computed by Cronbach's alpha, ranges from .94 for the resident's version to .90 for the staff proxy reports (Edelman et al., 2005) .
Procedure
Consent was directly obtained from residents who were judged by care staff to have the capacity to consent; for those too cognitively impaired to provide their own consent, a guardian or responsible party was approached for consent. Once consent was obtained, the residents were interviewed individually in a quiet room. The interview included the MMSE and the QOL-AD. Once the residents had been selected and interviewed, the manager was asked to identify the key family member and the key worker, that is, those who knew the person well and could comment on the individual's QoL. Subsequently, the resident's key worker and the family member completed the QOL-AD, referring the resident, in self-report format, also individually.
To be included in the study, each resident had to have measures from at least two sources measures. So that, when a resident was able to complete at least the MMSE, only one of the proxies' assessment would be enough. When a resident was not able to complete the MMSE, the two proxies' assessments were required.
Data Analysis
For patients and proxies, descriptive data (means, standard deviation, and percentage) were estimated for the main characteristics as well as the total scores and each item score in the QOL-AD. Completion rate was established using percentage, and difference between completer and noncompleter was analyzed by t tests. We also calculated internal consistency for the QOL-AD by computing the Cronbach's (1951) a internal consistency coefficients. Cronbach's a coefficients more than .70 were considered as evidence of an acceptable internal consistency.
Comparisons of QoL scores among these three different sources were carried out by means of repeated measures analysis of variance (ANOVA). Additionally, to evaluate any systematic tendency for proxy respondents to over-or underestimate QoL status compared with the residents' reports, we computed mean differences by dyads for each item of the QOL-AD, and according to Spector and Orrell (2006) , Wilcoxon tests were used to compare proxies' and residents' scores on each item by looking at the differences in summed ranks by dyads.
To assess pairwise agreement of scale scores (resident-family member, resident-staff member, and family member-staff member), the intraclass correlation coefficient (ICC), using one-way random effects ANOVA, was calculated. According to Nunnally (1978) Novella and colleagues (2001) , response agreement was assessed by calculating the proportion of exact agreement. Exact agreement was defined as those cases where the response score chosen by the different information sources for a given item was identical. The agreement for the total scale (multiitem measure) was calculated as the average percentage agreement across the 15 items of the scale.
Results
Characteristics of Facilities and Participants
The 11 nursing homes in the study sample had a mean of 119.64 beds (range 39-220). The majority (63.6%) were for-profit facilities, and half (54.5%) had dementia special care units. Nearly half (45.5%) had been opened for more than 10 years, whereas 18.1% had been operating from 5 to 10 years and 36.4% less than 5 years.
We selected 209 residents, whose mean age was 86.07 years (SD = 6.46) with a range from 67 to 100 years. These were mostly women (79.4%). The mean MMSE score was 13.3 (SD = 5.88) indicating moderate dementia, with a range from 0 (sever dementia) to 25 (mild dementia). Additionally, 184 measures from relatives and 197 from staff members were collected. Family participants had an average age of 58.85 years old (SD = 12.22). The majority were also female (62%) and were residents' sons or daughters (67%), spouses (10.8%), and nephews or nieces (10.3%). They visited the resident daily (34.8%), more than once a week (35.9%), or once a week (22.3%). Finally, the QOL-AD staff version was completed by 92 staff members with a mean age or 39.8 years old (SD = 9.96). They were mainly female (96.7%) and worked as care or nursing assistants (88.1%). The mean duration of working in the home was 47.34 months (SD = 49.52).
Resident's Quality of Life
Internal consistency for the different versions of the QOL-AD was as follows: residents .89, family .88, and staff .86, all of them in the excellent range.
For the QOL-AD, the completion rate for the resident-completed instrument (i.e., at least 13 items) was 48.8% (i.e., 102 of 209 contacted residents), whereas close to 100% of participants had care provider versions completed (99.46% and 98% for family and staff, respectively). The residents who were not able to complete the QOL-AD showed greater cognitive impairment than those who completed it, t(128) = −6.54, p < .001. Their mean MMSE was 5.92 (SD = 5.39), indicating severe dementia; moreover, percentage of MMSE noncompleters was greater among QOL-AD noncompleters (92.16% vs. 33.64% in QOL-AD completers).
Regarding QoL measures, as shown in Table 1 , item score analysis shows that residents rate memory issues with the lowest score, whereas staff members, followed by their own families, receive the highest score. Family members show lowest ratings for memory issues and for the impaired ability of the resident to take care of oneself and make choices in one's life, which may have to do with the family's decision to institutionalize the patient. The most positive appreciation from family members relates to the people working at the nursing home as was also the case for residents. Finally, staff members show lowest scores in items referring to the ability of the resident to do things just for fun and to make choices in life, whereas most positively scored items have to do with the people working at the nursing home, the patient's family, and the overall evaluation of the resident.
Differences in Residents' Quality of Life Ratings
In accordance with previous research, ratings from residents about their own QoL are higher than those made by proxies, independently of these being family members or staff members. The corresponding repeated measures ANOVA on the overall score in the scale shows that these differences reach statistical significance, F(2, 132) = 21.86, p < .001. More specifically, significant differences were found between residents' and family members' ratings as well as between residents' and staff members' ratings (in both cases, p < .001, using the Bonferroni correction), both showing higher QoL levels in residents' ratings. There were no significant differences between both proxies' groups.
To further assess the proxies' systematic tendency to over-or underestimate the residents' QoL with regard to the residents' own ratings and thus know the direction of disagreements, difference scores were calculated for each item for every dyad (see Table 2 ). Altogether, data included 78 residentfamily dyads, 91 resident-staff dyads, and 172 family-staff dyads. All in all differences in scores between residents and proxies tended to be positive, showing that residents' ratings were higher than proxies'. There were only two exceptions for the family members ("yourself overall" and "the people who work here") and other two exceptions for the staff ("living situation" and "yourself overall") for which proxies scored higher. On the other hand, score differences between family and staff tended to be negative, which shows higher scores by the staff (for 12 of 15 items; exceptions are "friends," "ability to keep busy," and "ability to do things for fun").
It is worth noticing that the item "yourself overall" constitutes an exception to the general tendency as it scores lower in residents than in proxies and, among those, lower in family members than in staff. That may be due to the wording itself of the item ("yourself overall"), which was maintained in Note: F = family; R = resident; S = staff.
the three batteries, and could have led some family and staff members to believe that what was asked from them was to assess their own state, instead of that of the resident. The Wilcoxon test (see Table 2 ) showed that residents value more positively than family members and care staff the following issues: energy, mood, friends, ability to keep busy, ability to do things for fun, ability to take care of oneself, ability to live with others, ability to make choices in one's life, and their life overall. Moreover, they rate their physical health and their memory more positively than their family members, issues that, nonetheless, show no significant discrepancies with the staff members. Finally, staff members show higher ratings than family members in issues such as the resident's physical health, energy, memory, family, ability to do things for fun, and ability to take care of oneself.
Index Resident-Proxy Agreement
Correlation among the three different total scores was low, reaching statistical significance only in the family-staff pair, ICC = .331 (95% CI = 0.097-0.505), F(171) = 1.495, p = .004. Additionally, level of agreement on individual items between dyads was examined (Table 3 ). All in all, the correlations show higher agreement between the two proxies groups (i.e., higher and more significant correlations). "Mood," "memory," "physical health," "energy," "living situation," "ability to make choices in his/her life," and "ability to keep busy" were rated similarly by family and staff, indicated by the significant correlations. Furthermore, item "ability to keep busy" showed significant correlation between residents and staff, whereas items "ability to make choices in his/her life" and "energy" correlated significantly both between resident-staff and between resident-family. It is worth mentioning that these two last items ("ability to make choices in his/her life" and "energy") reach the highest agreement level because their correlations got statistical significance for the three dyads.
As shown in Table 4 , the percentage of exact agreement is modest and follows the tendency seen in the correlation analysis. The mean agreement between residents and any of both proxy groups will be considered poor, whereas agreement between family and staff members reaches a moderate level. Regarding agreement on an item by item basis, this tends to be from moderate to good in eight items for the family-staff dyad, in five items for the resident-staff dyad, and in four items for the residentfamily dyad. As a matter of fact, percentage of agreement in these last two dyads only exceeds 50% in one case (the item: "the people who work here" in the dyad resident-family), whereas in the dyad family-staff, agreement exceeds 50% in five items (in decreasing order of agreement: ability to make choices in the own life, memory, ability to take care of oneself, ability to do things just for fun, and ability to keep oneself busy). On the opposite side, there are two items (family and life overall) for which percentage of agreement is poor for every dyad.
Table 3. Item to Item Spearman Correlations Between Resident (R), Family (F), and Staff (S) on the QOL-AD
Measure R-F correlation, n = 78 R-S correlation, n = 91 F-S correlation, n = 172 
Discussion
The present study gathers measures on the resident's QoL from three different sources: the resident himself, his family members, and the staff in the nursing home. This allows for the contrast of the three points of view. The first outstanding result is the high completion rate of the questionnaire in the sample of residents, which is much higher than that reached in other studies where the same version of the scale was used (between 25% and 30% in the different works related to the Dementia Care Study -Edelman et al., 2005; Zimmerman Sloane, Williams, et al., 2005) . Data from the present study come nearer the completion rate found by Hoe and colleagues (2005) with the original 13-item version of the QOL-AD (around 52%) and corroborate these authors' indications about the adequacy of the application of this questionnaire to people with mild and moderate cognitive impairment. As a matter of fact, mean scores in residents' MMSE who completed the QOL-AD place them at the level of moderate cognitive impairment, with one third reaching the level of severe cognitive impairment (i.e., scores lower than 11). Thus, and in accordance with previous studies (e.g., Edelman et al., 2005; Hoe et al., 2006 Hoe et al., , 2007 Logsdon et al., 1999 Logsdon et al., , 2002 Spector & Orrell, 2006; Thorgrimsen et al., 2003; Winzelberg, Williams, Preisser, Zimmerman, & Sloane, 2005; or in Spain, Conde-Sala et al., 2009 , data in the present study support the possibility of direct assessment of the Quality of Life of people with dementia, at least in mild and moderate levels. Nevertheless, it is worth taking into account that giving an answer do not necessarily implies a full understanding of the question.
Regarding the obtained scores, data show that the highest rated aspect by the three sources of information is the people working in the center, whereas among the worst rated are memory (for the three groups) and the resident's ability for independence and choice (for the two proxies, family and staff). In overall, levels of QoL obtained are lower than those found in other studies with the same version of the questionnaire (i.e., Edelman et al., 2005; , but it has to be noted that those studies were done in the United States and in clearly different cultural and residential contexts from the ones studied here. Internation differences in aspects, such as attitudes toward nursing home placement, family involvement in residents' care, health system, staff employment conditions, and so on, could affect perceptions and ratings of QoL among residents with dementia. Specifically, in Spain, persons with dementia often stay for a long time at home and usually are institutionalized in a nursing home only when they have got a severe impairment that exceed the family care resources (Instituto de Mayores y Servicios Sociales, 2009). Therefore, these patients state could be worse than that of residents from other countries where institutionalization in nursing homes is made in earlier states of the illness. Moreover, previous studies included both people institutionalized in nursing homes and people in assisted living arrangements. As a matter of fact, in those studies, better scores of QoL were found regarding location of the patients in assisted living arrangements versus nursing homes (cf. Edelman et al., 2005) . Consequently, it is difficult to draw out conclusions about QoL levels in our sample. What is self-evident, as other authors point out (Conde-Sala et al., 2009; Edelman et al., 2005; Logsdon et al., 2002; Selai et al., 2001) , is that ratings done by residents on their own quality of life are significantly higher than those done by proxies, independently of them being family members or center staff, something that has been also shown for several physical disorders (Novella et al., 2001 ). Likewise, a certain tendency is seen toward higher scores among staff members than among family members, although these differences do not reach statistical significance.
These differences between patients and proxys' scores are often found in health-related QoL research, and it is referred as the "disability paradox" (Carr & Higginson, 2001 ). In the case of dementia patients, among the factors put forward to explain the higher quality of life scores when provided by the resident himself, the following are worth noting: (a) inherent difficulties in assessing quality of life in other people in general because person's subjective state might play a central role in the ratings (Spector & Orrell, 2006) ; (b) these difficulties increase in people with dementia due to their differential way in the communication of feelings and needs and also to the proxys' lack in training, experience, and understanding of dementia, which could result in problems to become conscious of the subjective experience of it and more specifically in problems to understand how the progressive losses could be experienced without QoL decrease (Spector & Orrell, 2006) ; (c) the patients' partial awareness of their declining functional capacity (Novella et al., 2001) , although data found in the item "memory" seem to imply that they are aware of their memory problems; and (d) external observers' tendency to weight negative information over positive one when forming opinions about other people (Epstein, Hall, Tognetti, Son, & Conant, 1989) .
Item by item analyses showed no differences on the evaluations by the three groups on three concrete aspects: life conditions, people working at the center, and "yourself overall". It is worth noting that the evaluation of individuals working at the center was high in all three groups; with respect to the item "yourself overall," it might be thought that the wording itself of the item misled the participants into answering regarding their own state rather than that of the resident. This could explain the lack of differences among the different groups' evaluations.
Degree of agreement among scores from the three different sources is low with respect to the residents and moderate for the family-staff dyad. Highest agreement is reached in items related to the patient's energy and his ability to make choices in his life. On the other hand, lowest agreement is shown in items regarding family and the resident's overall life. Consequently, data only partially support the results by Novella and colleagues (2001) , who indicated that the agreement is higher for observable measures (such as physical health or impairment) and lower in more subjective scales, such as perceived health. On the other hand, it has to be taken into account that these authors point out that, in the case of family proxies, agreement is lower in adult-children (the majority in the present sample) than in spouses, whereas among professionals, the worst agreement is found in nursing assistants, who are also a majority in our sample.
In conclusion, completion rate data (48.8%) suggest that dementia patients with mild to moderate cognitive impairment are aware of and able to report their own QoL and report higher levels of QoL than do the proxies. Moreover, agreement data (i.e., ICC, Spearman rank correlations, and percentage of exact agreement by dyads) show that the perspectives of family and staff are more closely aligned with each other than the perspective of dementia residents in long-term care facilities. Deciding which point of view is most valid is particularly challenging because QoL assessment from different sources seems to be poorly correlated and exhibits systematic biases. Nonetheless, the data suggest that the resident's QoL assessment should include their own view whenever possible because it provides a unique and different perspective from that of the proxies as shown in the difference analysis.
A better understanding of dementia residents QoL seems to be particularly relevant because the number of patients with dementia is increasing in nursing home and residential settings (cf. López-Mongil & López-Trigo, 2007 , for statistics in Spain), and there is a growing recognition that the primary outcome of interest in care services should not be quality of care provided by the facility but quality of life achieved by its residents (Edelman et al., 2005; Sloane et al., 2005) . In this context, the use of QoL measures by regulators seem to be a mean to capture what interventions, programs, or actions of care make a significant and measurable difference in the lives of residents. 
